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Concerning the Experimentally Produced Ulcer of the Stomach.— Clair- 
mont (Arch. /. klin. Chir., 1908, Ixxxvi, 1) says that up to the present 
time no one has succeeded in producing, experimentally, a gastric ulcer 
in animals. By the excision of a piece of mucous membrane, and cau¬ 
terization with acids (Fibich), stomach defects result which never fail- 
to heal and, therefore, do not develop into genuine gastric ulcers. In 
the cardiac half of the stomach the healing occurs more rapidly, as a 
rule, in three weeks the defects are covered with epithelium, than in the 
region of the pylorus where the cicatrization is concluded usually in 
six or seven weeks. Either by a simultaneous or a later performed 
gastro-entcrostomy, the process of regeneration is favorably influenced 
and leads to a more rapia healing of the defect regardless of what portion 
of the stomach it may involve. Fibich’s view, that a gastric ulcer after 
a gastro-entcrostomy heals like a fresh defect in the mucous membrane 
in a few days, is not supported. The postoperative treatment, after 
a gastro-cnterostomy, must take into consideration that the ulcer still 
remains and that it must gradually become cicatrized. 

Concerning the Orgin of Lateral Cervical Fistula.— Weglowski 
(Zeniralbl. f. Chir. y 1908, xxxv, 426) says that the lateral cervical fistula 
are veiy similar in formation to the median fistula. In both there 
may be several lumina and in both the lining is usually of cylindrical 
epithelium, although several layers may be found. Lymphoid follicles, 
mucous glands, etc., are found in their walls.. While the median fistula 
are recognized as developing from the thyroglossal duct, the lateral arc 
considered as originating from the branchial clefts. This latter theory 
does not explain why the external openings are found only along the 
anterior border of the stemomostoia muscle, and why it is found at 
times at the angle of the lower jaw, at times at the sternum. Nor does 
it explain, why, with an opening for example in the middle of the neck, 
its course is not always upward,But often downward toward the sternum. 
Weglowski made a series of investigations on embryos, as well as on 
cadavers, and found a complete analogy between both kinds of fistulte. 
The branchial clefts disappear in the second month of embryonal life. 
From the first arch is formed the lower-jaw, and from the remaining 
three arches are developed the body, horns of the hyoid bone, the styloid 
and similar muscles. The branchial apparatus is properly limited to 
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the region of the face, not to the neck. The hyoid bone determines the 
lower border of the branchial region. Neither the arches nor clefts 
can project themselves downward, and, therefore, remnants of them 
cannot be found in the neck. The abnormal situations of the external 
cleft with relation to the inner, which usually have been made to explain 
the etiology of these fistula, have not been observed in embryonal life. 
In the third week of embryonal life there appear two depressions which 
become canals leading downward. One springs from the third cleft, 
the other from the fourth. From the third is developed the lateral 
lobe of the thymus gland, and from the fourth the thyroid. Weglowski's 
investigations on the cadaver showed that in 14 per cent some remains 
of the canals of the thymus gland were found from the throat to the 
sternum. Remains of the thyroid were found in only 2 out of. 150 
preparations. The conclusion is reached that the lateral cervical 
fistuhe arise not from the branchial clefts, but from the remains of the 
of the thymus and thyroid glands. 


The Operative Treatment of Varicose Veins, Elephantiasis, and Ulcer 
of the Leg.— Friedel (Arch. f. klin. Chir., 1908, lxxxvi, 143) treats 
those cases of varicose veins of the lower extremity, which are not suit¬ 
able for excision'or the Trendelenburg operation, by a spiral incision. 
The varicose veins tend to increase in size and extent and may become 
imbedded in cicatricial tissue from repeated inflammation, and may 
become concealed in an extensive concomitant (edema producing an 
elephantiasis of the leg. Often the patient is weakened and run down. 
Previous ligature may have failed and the associated ulcers may refuse 
to heal under the usual hospital treatment. In such cases Friedel has 
obtained good results from the spiral incision of Rindfleisch. The 
operation is performed in suitable cases as follows: Anesthesia is pro¬ 
duced by lumbar spinal injection. Then in all cases a piece of the 
saphenous vein is excised, and the course of the spiral incision is marked 
by a light stratch of the skin of the leg. If an ulcer has been or is present, 
its site is included between the spirals of the incision, above ana below, 
the chief point is to divide all the varices, and, if possible, several times. 
The incision should begin high enough, usually just below the knee, 
and should go as low as necessary, usually to the dorsum of the foot. 
The closer the turns of the spiral incision are to each other, the more 
often the individual veins will be divided and the greater the possibility 
that the varices will be entirely removed. While Friedel was satisfied 
with two turns at first, he later employed five. Bad results, as skin 
necrosis, have not resulted from the close approximation of the spirals, 
and in the future, he will probably place them closer together. In this 
way he hopes to remove almost entirely the pressure within the vessels. 
The extensive opening up of the lymph and connective-tissue spaces 
causes an enormous evacuation of the serum of the field of operation. 
This leads to a subsidence of the inflammatory symptoms, and a reduc¬ 
tion of the swelling of the limb. The frequency with which the blood 
stream is broken gives greater security against recurrences. 


An Operative Treatment for Obesity.— Schulz (Miit. a. d. Grenzg. 
d. Med. u. Chir., 1908, xviii, 776) says that he has found no published 
record of operation for obesity since Demurs and Marx in 1890. He 
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reports good results in 2 cases operated on five and fonr and one-half 
years ago. The layer of fat in tne abdominal wall is not equally thick 
in all parts. In the lower part, above the pubic and inguinal regions, 
it does not exceed in thickness more than about one inch. Elsewhere 
it varies widely. "Where these two regions, one of constant the other 
of varying thickness of fat, meet, are two curved lines each passing 
from one anterior superior iliac spine downward and inward toward the 
pubis. The overhanging fat produces furrows at the lines, and is further 
forced downward in women by the use of corsets. The furrows mark 
the position of the lower transverse incision, the upper in the median line 
being two fingers’ breadth below the umbilicus and passing to both sides 
well to the lateral portion of the back. The lower meets tne upper at its 
ends. The intervening elliptical portion is removed down to the apo¬ 
neurosis. The point in the median line, through which the upper trans¬ 
verse incision is to be made, is determined before the operation, while 
the patient is standing and the overhanging roll of fat can be best 
observed. When the patient is lying down this cannot be well deter¬ 
mined. After the removal of the skin and fatty layer, included between 
the incisions, it will be seen that the thickness of the layer of fat in the 
upper cut surface is much greater than that in the lower. A wedge- 
shaped piece of the fat is removed from the upper wound surface, the in¬ 
cision for this being directed from the skin obliquely to the aponeurosis. 
The skin edge of the upper flap can then be drawn more easily toward 
that of the lower and the wound closed by sutures. Two drains are 
passed from the median line to the ends of the wound. A large amount 
of fatty material will escape through the drains. It this were retained 
it would favor suppuration. The operation is so easily carried out, 
there is so little danger associated with it, and the results are so good that 
in the future it should gain more general favor. 

Treatment of Perforative Peritonitis.— Murphy {Annals of Surgery , 
1908, Ixvii, 870) says that the importance of the peritoneum lies not so 
much in its great surface as in its tremendous power of absorption. 
There is early acceleration of absorption with slowing later on. I 
we can tide our patients over this period of accelerated absorption all 
will be well. The term “free” peritonitis should be used for the 
general, diffuse variety, and “circumscribed” for the encapsulated form 
regardless of the size. Of the typical symptoms, collapse is a later, 
never an initial, symptom. The patient should be placed in the Fowler 
position as soon as the diagnosis is made and kept so until convalescence 
is well advanced. The relief of pus tension is the first surgical step 
toward retarding absorption in all acute infections. Reduction of 
tension should be initial and the absence of pressure continuous. These 
arc accomplished by drainage. The entire technique of these opera¬ 
tions for peritonitis must be accomplished in a veiy few minutes, that is, 
get in quick and get out quicker. The retention of fluid (protoclysis) 
depends entirely on the method of administration. Opium and coal- 
tar products were never given in this series of 51 cases. Of these there 
were 6 of postoperative ileus; 2 were operated on for gastric perfora¬ 
tions, 1 duodenal, 5 typhoid, and 43 appendiceal. One died of a double 
pneumonia on the sixth day after operation, and a second from mechanical 
ileus. The time elapsing between the perforation and the operation 
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varied considerably. In the duodenal case it was eight hours; in the 
gastric cases it was eight and fourteen hours respectively. In *the 
appendiceal cases a period of forty hours was not exceeded, while many 
oi them had suffered from the appendicitis, three, four, up to seven 
days. There was no death in the series of 51 cases from the peritonitis, 
per se. 

Late Results after Operation for Benign Diseases of the Stomach and 
Duodenum.— -Moynihan (Annals of Surgery, 1908, xlvii, 873) made an 
analytical study of 281 cases upon which he had operated for non- 
malignant diseases of the stomach, up to the end of 1905. The following 
are some of the lessons to be learned from this study: The operative 
treatment of stomach disorders should be confined exclusively to those 
cases in which an organic lesion is present, such as a demonstrable 
and palpable ulcer of tne stomach or duodenum or some condition which 
hampers the proper action of the stomach. When at operation a per¬ 
fectly normal stomach is found, we must not cover our diagnostic 
failure by the performance of an unnecessary operation. In cases of 
acute perforating ulcer the perforation should be closed or the ulcer 
excised. When the ulcer is on the lesser curvature nothing more is 
necessary. When it is prepyloric, pyloric or duodenal, gastroenter¬ 
ostomy also should be performed. When a non-malignant lesion is 
discovered the appropriate treatment depends upon its position in the 
stomach. An ulcer on the lesser curvature, some distance from the 
pylorus, offers no obstruction to the passage of food and should be ex¬ 
cised. A gastro-enterostomy may give incomplete relief, and malignant 
disease may set in later. In some cases, however, when the ulcer is 
on the curvature or on the posterior surface of it, adherent to the pan¬ 
creas, relief follows if gastro-enterostomy is performed on the cardiac 
side of the lesion. Gastro-enterostomy should be performed if the 
ulcer be perpyloric, pyloric, or duodenal. It should be infolded when¬ 
ever possible to prevent hemorrhage and perforation. The most 
satisfactory method of gastro-enterostomy is the no-loop operation, with 
the almost vertical application of the bowel to the stomach. Regurgitant 
vomiting occurs as the result of the “loop” operation, whether anterior 
or posterior. It is relieved almost certainly by an entero-anastomosis. 
In cases of hour-glass stomach, the surgical treatment necessarily 
presents special difficulties on account of the frequency of two lesions: 
one in the body of the stomach and one at the pylorus, and double' 
operations have to be frequently performed. 

A New Method of Diagnosis and Treatment of Fistulous Tracts.— 
Beck ( Zenlralbl. f. Chir ., 1908, xxv, 555) injects a bismuth-vaseline, 
a paste of a fluid consistency, under aseptic precautions, by means, of 
a glass syringe, into the fistulous tract under considerable pressure. 
By the skiagraph he is then able to trace the fistula to its origin, usually 
.to diseased bone. Operation is then always successful. In one case 
the injection was followed in a short time by healing of the fistula, 
although it had existed for two years and was due to tuberculous disease 
of the second and third lumbar vertebrae. The fistula has remained 
closed for two years. A similar result was obtained from a fistula in 
an old coxalgia, for which several radical oprations had been done 
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during a period of four years. This result was repeated in a third case, 
a tuberculous osteomyelitis of the knee. During two years* experience 
with this method many other , cases were treated successfully. Of 
special interest was a case of empyema of the pleural cavity, which dis¬ 
charged four ounces of pus daily for nine months. It failed to improve 
under any treatment, and, finally, an Estlander operation was proposed. 
After ten injections given eveiy other day, the fistula was completely 
healed^and remained closed for three months, showing no signs of 
retention. Beck explains the results upon the principle of affording 
a scaffolding for the granulations and the subsequent cicatrix formation. 
He expects later to study the exact pathological findings and to report 
the results. Two bismuth mixtures are employed: one for diagnostic 
purposes and the other for later treatment. That for diagnosis consists 
of bismuth subnitrate 30jparts, and white vaseline 60 parts. That for 
the later treatment is made up of bismuth subnitrate 30 parts, white 
vaseline 60 parts, paraffin, soft, 5 parts, and wax 5 parts. 

Two Oases of Traumatic Urinary Effusions in the Benal Region (Trau¬ 
matic Pseudohydronephrosis).— Nove-Josserand and Balltvet (Arch* 
g6n. d. chir ., 1908, ii, 437) report two cases, in children resulting from 
a fall, of this relatively rare condition.- In both an incision was made 
through the abdominal wall over the tumor, opening the peritoneum, 
through which the tumor was recognized as occupying the renal fossa. 
It was opened and evacuated and the margins of the opening in the 
tumor sutured to the edges of the parietal peritoneum of the abdominal 
incision, with drainage. The first patient recovered and the second 
died. An autopsy on the latter showed a stricture of the ureter about 
15 cm. from its termination in the bladder. Of Monod’s 27 cases, 
in 22 the age was noted and in these it occurred 13 times in children 
under fifteen years of age. It was the result of varied traumatisms. 
In almost all cases there was immediate pain more or less acute, accom¬ 
panied by a mild grade of shock, without grave peritoneal disturbances 
or any of the classical signs of hemorrhage. In 2 of Monod’s cases 
and 1 of the authors* the painful phenomena were completely absent. 
In 12 out of 27 cases the pain wa3 accompanied by hematuria, always 
slight and coming on immediately or two or three days after the accident 
The appearance of the tumor is never immediate, in the earliest case 
developing in ten days, ordinarily in only twenty to thirty days after the 
accident, sometimes after fifty to sixty days. It may progressively 
increase until it fills the loin space and passes over the median line 
anteriorly. It is largely filled with urine. The authors recognize 
two groups of cases: the first consisting of simple cases without pre¬ 
liminary lesions of the urinary apparatus, and the second of complex 
cases with persistent lesions of the kidney, ureter, or pelvis. When 
in the simple there is a small perirenal effusion without disturbing 
functional symptoms, one may wait, as a spontaneous cure may follow. 
If it persists one, two, or three successive punctures may be made. 
In case of incessant reproduction of the effusion, incision and marsupial¬ 
ization should be resorted to as in one of the authors* cases. Only 
exceptionally will nephrectomy be necessary. In the complex cases 
spontaneous cure has not been observed. A free opening should be 
made. 



